Palliative medicine: is it really specialist territory?
The discussion about the future of palliative medicine as a specialty was timely and thought-provoking (November 1998JRSM, pp. 568-572) . As a former general practitioner who is now a consultant in palliative medicine, I have had experience on both sides of the fence. Whilst the article suggests that the philosophy of palliative care could be adequately practised by primary health care teams, thus making specialist palliative care redundant, my experience suggests otherwise. In order for this to happen, I feel the following issues would have to be addressed.
The medical model still prevalent in most hospitals and some general practices is inadequate compared with the holistic approach which specialist palliative care has championed. Effective multidisciplinary teamworking demands time which is in short supply in general practices and hospitals alike. Although training in palliative care at undergraduate and postgraduate level is improving, many GPs and hospital doctors still feel ill-equipped or unwilling to practise it. Palliative care was one of my special interests in general practice but it was not until I changed track that I realized my limitations. GPs and others cannot be expected to keep up with the changes occurring in palliative medicine and all other specialties. Leaving specialist nurses to plug the gap as the article suggests is fine when they are wellreceived but, unfortunately, not all doctors are willing to work in a truly multi-disciplinary way.
One of the obstacles to persuading sceptics about the value of specialist palliative care has been the difficulty in measuring aspects ofquality oflife in different settings. Whilst debate about the best way to do this continues, there is the danger of falling into the trap of believing that, because it is not measurable quantitatively, it cannot be credible. From the point of view of the patient and family, it is the less tangible factors such as feeling safe and knowing there is access in an emergency to someone well-versed in their individual physical and psychological state which make all the difference. Continuity can be difficult to achieve in primary care. Whilst palliative care problems could theoretically be cared for totally in the community, reduction in resources, especially the lack oftwenty-four-hour nursing help, has made this extremely difficult, especially for elderly laycarers. Specialist resources act as a back-up for these situations which demand extra help. I will be delighted for patients if the utopia that Simon Fordham and colleagues predict is forthcoming. Meanwhile I think my job is reasonably safe.
Richard Sloan
Joseph Weld Hospice, Herringston Road, Dorchester DT1 2SL, UK As a general practitioner with a special interest in palliative medicine, I found the article by Simon Fordham and colleagues unbalanced. It would have been helpful if they had attempted to summarize the achievements of the lead specialty. Briefly, in my opinion these are as follows:
1 Improved symptom control 2 General acceptance of the patient's 'right to know' 3 The effectiveness of teamwork in maintaining wellbeing in patients with terminal illness 4 Improvement of quality of life in patients who have been given a terminal diagnosis 5 Effective advocacy for this group of patients to obtain extra resources for them.
As a full-time GP, in recent years I have seen great improvements in the quality of life for patients with terminal illness. Much of this improvement in my opinion has come about through the active involvement of specialists in palliative medicine.
Dominic Buckley
Marie Curie Centre, Speke Road, Woolton, Liverpool L25 8QA, UK Dr Fordham and colleagues' intriguing article contains some factual errors and hence fallacious conclusions. The future of MRCGP as an entry qualification to palliative medicine is not under threat. It is recognized by the Joint Committee on Higher Medical Training as one of the four postgraduate qualifications for entry to higher specialist training in palliative medicine. Currently, 215 Association for Palliative Medicine members (32%) hold MRCGP. Some took a drop in income to change career in later life, fearing burn-out or frustrated that current demands on modern general practice militate against holistic care of the seriously ill.
The authors notably omitted to mention the Calman-Hine report1. This policy document states 'Primary care is seen as the focus of care', recognizes that 'much palliative and terminal care is provided in the community by primary care teams' and expects specialist palliative care to work with primary care teams. This is not a model of specialists in palliative care taking over all those dying from cancer. Nor has it been suggested that palliative care advice to those with non-cancer diseases implies a take-over of general medicine and general practice2. The Calman-Hine report also states that 'palliative care should not be associated exclusively with terminal care. Many patients need it early in their disease, sometimes from the time of diagnosis'". Fordham et al.'s assertion that palliative care referral signals imminent death and rejection is not borne out by hospice data on duration of care.
Specialist palliative care has indeed extracted proven best practice from general practice, nursing, pharmacology and other disciplines; a hierarchy of evidence is being sought for current recommended practice. As so many in palliative medicine have trained as GPs, the philosophy of care, of which Fordham and colleagues are rightly proud, is disseminated in secondary care to the benefit of patients. NCHSPC, 1998 Dr Fordham and colleagues make some important points about palliative care that should not be dismissed simply because of the extremist tone of their writing or the internal contradictions of their argument. Shorn of its pejorative impedimenta, the article claims that palliative medicine has not kept its promise. The specialty undertook to deliver symptom control to all patients, irrespective of their underlying condition, but in practice usually serves best the needs of those with cancer. We undertook to empower other professionals in their management of dying patients, but the result of our involvement can be to marginalize other carers. We recognize in principle the importance of general practitioner experience, but at least one GP (Dr Fordham) feels his skills are not valued. We undertook to provide an alternative to fast-paced, thoughtlessly invasive, acute hospital-style medicine for patients with incurable disease, but modern palliative care offers a wide range of symptomrelieving procedures some ofwhich may themselves be highly invasive. These are all real issues, and it is helpful to be made to consider how far they are true in our own practice. Dr Fordham sees these as symptomatic of the evolution of palliative medicine into a specialty. In doing so he unwittingly reveals his own world view. That a doctor may be an expert or caring, but not both, is a fallacy that seriously endangers the seamless care of patients. A compassionate, holistic approach to medical management is not the invention of, nor is it unique to, general practice. Neither is a dismissive and thoughtless approach to patients confined to specialists. There are good and bad doctors in teaching hospitals and GP surgeries alike.
Palliative medicine is likely to continue as a specialty despite Dr Fordham's reservations. We should use his criticisms to help ensure that we do not forget our role in providing a model of care that draws on and develops specialist expertise without abandoning principles of compassion.
Richard Hain
Holme Tower Marie Curie, Penarth CF64 3YR, UK Professor Higginson's editorial 'Who needs Palliative Care' (November 1998 JRSM, pp 563-564) is long overdue. In our area the Macmillan Nursing Service is far from satisfactory. The public perception of a nurse is a person who provides care at the bedside, and many patients and their carers are sadly disillusioned. The service is Monday to Friday 9 am to 4.45 pm. Outside those hours the telephone is answered by a machine, which advises the caller to refer urgent calls to the general practitioner. I am a general practitioner as well as the medical director of a hospice. In our practice callers after 6 pm are referred to the deputizing service.
The average general practitioner has seven patients per year with cancer. Of these between two and three die at home. The experience a practitioner has of the management of terminal illness is limited. Macmillan says that it is addressing the problembut my understanding is that their proposed solution is to provide more nursing auxiliaries. This of course would be helpful but does not provide expertise. Palliative care is a 24-hour commitment. The county of Devon provides this service and does it admirably. Why is this service not available throughout the UK?
What I have written about the community applies to the district general hospital. At the hospice we frequently take calls from ward sisters who are seeking advice on the management of terminal illness. We are happy to provide this information and guidance but properly this is the function of the hospital itself. It is not the function of the psychiatrist to give life more meaning; that is the role of the priest. Thomas Szasz once wrote, 'The fundamental error of psychiatry is that it regards life as a problem to be solved instead of as a purpose to be fulfilled'. Thus the problem with modern-day psychiatry is that all too often there is a failure to clearly differentiate between an understandable reaction to life's circumstances and clinical illness. That is the reason why vast amounts of antidepressive drugs are prescribed and, where there is a claimed benefit by an unhappy and distressed subject, it is not because of the antidepressive action of the drug but because of the tranquillizing effect of the medication.
Bearing in mind the side-effects of antidepressive medication and the fact that it only benefits those who are actually clinically depressed, there can be no possible
